A hearing loss prevalence of 16.1% was observed in this study. In addition, associations between demographic characteristics, noise exposure, cardiovascular risk factors, and hearing loss were assessed. Potential associations between the severity of hearing loss and the described risk factors were not explored. We aimed to confirm the associations between severity of hearing loss and the risk factors assessed by Agrawal et al 1 and to compare our prevalence findings with theirs.
An audiologist asked additional questions including history of any self-perceived hearing problem, including its severity, onset, and duration. Other questions addressed occupational noise exposure. Pure-tone audiometry at both visits was performed by audiologists in sound-treated booths. Hearing impairment was determined as the pure-tone average (PTA) of audiometric hearing thresholds at 500, 1000, 2000, and 4000 Hz (PTA 0.5-4.0kHz ), defining any hearing loss as a PTA 0.5-4.0kHz greater than 25 dB HL (hearing level) and moderate to severe hearing loss as a PTA greater than 40 dB HL in the better ear. This defined hearing loss as bilateral.
Results. Of the 2956 participants, detailed audiometric data were available for 2940 subjects. Any level of hearing loss (PTA 0.5-4.0kHz Ͼ25 dB HL) was present in 33.0% of participants. Age-related hearing loss was more prevalent in men than in women for each decade younger than 80 years (ageadjusted odds ratio [OR], 1.7 [95% confidence interval, 1.4-2.0]). The prevalence of any hearing loss doubled for each age decade (OR, 3.5 [95% confidence interval, 3.1-3.9]). We observed bilateral hearing loss in 17.0% of women and 28.7% of men aged 60 to 69 years. Statistically significant associations between the same risk factors as described by Agrawal et al 1 and hearing loss were observed in our study. History of working in a noisy environment was associated with a 70% and 90% increased likelihood of any and moderate to severe hearing loss, respectively (Table) . A nonsignificant association between hypertension and any hearing loss was observed but was marginal with increasing hearing loss severity (Table) .
Comment. Agrawal et al
1 reported prevalent bilateral hearing loss in 43% and 20% of men and women aged 60 to 69 years, respectively. We found comparable, but slightly lower hearing loss prevalences of 28.7% and 17.0% in men and women, respectively, but observed a similar near exponential increase in hearing loss with age. In agreement with NHANES data, hearing loss prevalence increased significantly with age and was greater in men than in women. Apart from hypertension, we confirm all associations between potential risk factors and any level of hearing loss as reported by Agrawal et al. 1 Furthermore, these associations were marginally stronger (except for smoking) for more severe levels of hearing loss. Thus, we concur with Agrawal et al 1 that focusing on modifiable risks may help to reduce the prevalence of age-related hearing loss. In conclusion, data from both the BMES and NHANES highlight the burden imposed by untreated and/or underrecognized hearing loss and indicate the need for possible strategies to eliminate preventable hearing loss.
COMMENTS AND OPINIONS
Care Quality and Frail Subjects W e read with interest the editorial titled "Improving Care Quality and Reducing Disparities," 1 and we would like to comment, adding peculiar focus on "unequal treatment" given to very old, frail subjects.
At present, elderly persons may be considered members of a minority population even if their numbers are reaching levels much higher than other groups (eg, black, poor, or disabled subjects). The crucial points are, from one side, clinical prejudices against old age and, from the other side, the lack of convincing studies transferring scientific evidence to the real-world conditions of very old subjects, characterized by comorbidity and disability (and very often also by a reduced cognitive function).
To overcome the gap, it could be important to produce public reports on clinical performances (starting from the most easily demonstrable events, eg, the rate of cataract removal or hip prosthesis implantation in subjects with dementia), although the demonstration of outcomes is far more difficult in elderly subjects. These reports would be extremely useful for clinicians in establishing control conditions for their work and assuring a high level of care for the most frail, elderly subjects, thus reducing disparities in their access and quality of care.
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